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Current Trends 


Firearm-Related Deaths — Louisiana and Texas, 1970—1990 


In 1990, firearm-related injuries surpassed motor-vehicle crashes as the leading 
cause of death from injuries in both Louisiana and Texas, and from 1979 through 
1987, these states ranked third and fifth, respectively, for age-adjusted firearm-related 
death rates* (7). Because firearm-related injuries are a major cause of death in 
Louisiana and Texas, the Louisiana Disability Prevention Program, Louisiana Office of 
Public Health, and the Injury Control Program, Epidemiology Division, Texas Depart- 
ment of Health, used death certificates to examine patterns in firearm-related 
mortality. This report summarizes the analysis of death certificate data for firearm- 
related mortality in these two states. 


Louisiana 

In Louisiana, firearm-related deaths have been the leading cause of injury-related 
mortality for 4 of the 5 years from 1986 through 1990. From 1970 through 1990, 
motor-vehicle—related death rates declined by 30% (from 32.4 per 100,000 population 
to 22.6 per 100,000) while the rate for firearm-related deaths fluctuated (Figure 1). 
Firearm-related death rates—including homicide and suicide—increased most for 
black males (42%) from 1970 through 1990 (from 54.1 per 100,000 to 76.7 per 100,000). 
Although the overall firearm-related death rate did not increase as dramatically 
among white males (16% during 1970-1990), the firearm-related suicide rate for white 
males increased 47%. 

From 1985 through 1990, 5647 persons died as a result of firearm-related injuries; 
of these deaths, 2677 (47%) were suicides, 2591 (46%) were homicides, 321 (6%) were 
classified as unintentional, 19 (0.3%) resulted from legal intervention, and 39 (0.7%) 
were of unknown intent. In 1990, males were 5.5 times more likely to die from 


*In both state analyses, a firearm-related death was defined as any death with the underlying 
cause listed as codes E922.0-E922.9, E955.0-E955.4, E965.0-E965.4, E970, or E985.0-E985.4 in 
the /nternational Classification of Diseases (\CD), 8th and 9th revisions; a motor-vehicle—related 
death was defined as any death with the underlying cause listed as codes E810.0—-E825.0 in the 
ICD, 8th and 9th revisions. 
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firearm-related injuries than were females (43.7 per 100,000 and 7.9 per 100,000, 
respectively); blacks were 2.2 times more likely to die from firearm-related injuries 
than were whites. 


Texas 

During 1990, firearm-related injuries surpassed motor-vehicle crashes as the 
leading cause of injury-related mortality in Texas (2), the first state to report this 
pattern to CDC. From 1964 through 1989, deaths resulting from motor-vehicle crashes 
had been the leading cause of injury mortality in Texas. Although death rates for 
motor-vehicle crashes decreased by 42% from 1970 through 1990 (from 32.5 per 
100,000 population to 18.8 per 100,000), the firearm-related death rate remained 
relatively constant (Figure 2). 

From 1985 through 1990, 19,184 persons died from firearm-related injuries; of 
these deaths, 9286 (48%) were suicides, 8581 (45%) were homicides, 1028 (5%) were 


FIGURE 1. Rates of firearm- and motor-vehicle—related deaths* — Louisiana, 1970— 
1990 
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Source: Vital records tapes, Louisiana Department of Health and Hospitals. 


FIGURE 2. Rates of firearm- and motor-vehicle—related deaths* — Texas, 1970—1990 
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Vol. 41 / No. 13 


Firearm-Related Deaths — Continued 


classified as unintentional, 114 (1%) resulted from legal intervention, and 175 (1%) 
were of unknown intent (2). Males were five times more likely to die from firearm- 
related injuries than were females (31.3 per 100,000 versus 6.2 per 100,000). Age- 
specific rates were highest for persons aged 25-34 years (28.9 per 100,000). Blacks 
were 1.9 times more likely to die from firearm-related injuries than were Hispanics or 
whites (32.3 per 100,000 versus 17.4 per 100,000 and 16.8 per 100,000, respectively). 
The firearm-related death rate was highest for black males (57.1 per 100,000). 
Reported by: DW Lawrence, MPH, EAG Hooten, MSPH, JB Mathison, MD, Disability Prevention 
Program; LJ Hebert, MD, Office of Public Health, Louisiana Dept of Health and Hospitals. D Zane, 
MS, MJ Preece, Injury Control Program; P Patterson, MD, Family Health Svcs; E Svenkerud, MD, 
Epidemiology Div, D Perrotta, PhD, Environmental Epidemiologist, Texas Dept of Health. Div of 
Injury Control, National Center for Environmental Health and Injury Control, CDC. 

Editorial Note: The trends that led to the emergence of firearm-related deaths as the 
leading cause of injury-related mortality in Louisiana and Texas are similar to those 
for the United States. Since 1966, the death rate for motor-vehicle crashes’ in the 
United States has declined substantially (3) and has been associated with a combi- 
nation of interventions, including the construction of safer highways and vehicles, 
reductions in the levels of alcohol-impaired driving, lower speed limits, and increased 
use of safety belts, motorcycle helmets, and child passenger restraint devices (4 ). In 
comparison, during 1970-1990, the firearm-related death rate has fluctuated; how- 
ever, these rates have been higher than at any time since the 1920s (5). 

States, local communities, and school systems have employed a variety of 
strategies to prevent firearm-related injuries and deaths. An important element of 
many of these strategies is to inhibit, restrict, or reduce immediate access to firearms 
in the general population or in specific locations. For example, in 1976, the District of 
Columbia banned the purchase, sale, transfer, or possession of handguns by civilians. 
An evaluation of this regulation found that it was associated with a 25% reduction in 
firearm-related homicides, a 23% reduction in firearm-related suicides, and an 
estimated 47 lives saved per year (6). In some states and localities, firearms are 
prohibited from being carried in public; in Detroit and in Massachusetts, legisiation 
that increased the penalty for violating such laws reduced the occurrence of 
firearm-related homicides (7,8). In some school systems, methods used to deter 
students from bringing firearms on school grounds include random locker searches, 
walk-throughs with metal detectors, and policies requiring that students use only 
clear plastic or mesh bookbags so that weapons cannot be readily hidden (9). 

Community efforts to prevent firearm-related deaths should use other measures in 
addition to reducing access to firearms. Suicide may be prevented by improved 
identification and referral of persons at increased risk (e.g., those suffering from 
clinical depression or who exhibit suicidal behavior). Efforts to prevent homicide may 
include reduction of the incidence of interpersonal violence through behavioral and 
other interventions (e.g., conflict resolution training and mentoring programs) (10). 
The reduction of mortality from motor-vehicle crashes in Louisiana and Texas 
illustrates how public health approaches can be used to control and prevent injury. 
The application of such approaches to firearm-related injury holds the potential for 
decreasing the morbidity and mortality associated with this problem. 


(Continued on page 221) 


"Measured as deaths per 100 million vehicle miles of travel. 
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FIGURE I. Notifiable disease reports, comparison of 4-week totals ending March 28, 
1992, with historical data — United States 
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*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending March 28, 1992 (13th Week) 


Cum. 1992 Cum. 1992 








AIDS 12,190 Measies: imported 30 
Anthrax - indigenous 227 
Botulism: Foodborne Plague 
Infant Poliomyelitis, Paralytic* 
Other Psittacosis 
Brucellosis Rabies, human 
Cholera Syphilis, primary & secondary 
Congenital rubella syndrome Syphilis, congenital, age < 1 year 
Diphtheria Tetanus 
Encephalitis, post-infectious Toxic shock syndrome 
Gonorrhea \ Trichinosis 
Haemophilus influenzae (invasive disease) 409 Tuberculosis 
Hansen Disease Tularemia 
Leptospirosis 6 Typhoid fever 
Lyme Disease Typhus fever, tickborne (RMSF) 














*Nine suspected cases of poliomyelitis were reported in 1991; 4 of the 8 suspected cases in 1990 were confirmed, and all were 
vaccine associated 
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TABLE Il. Cases of selected notifiable diseases, United States, weeks ending 
March 28, 1992, and March 30, 1991 (13th Week) 
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UNITED STATES 1,062 119 21 
NEW ENGLAND 87 8 
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N: Not notifiable U: Unavailable C.N.M.1. 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
March 28, 1992, and March 30, 1991 (13th Week) 
eel Measles (Rubeola) Menin- 


Reporting Area Indigenous imported* | Total | infections 


Cum Cum Cum. | Cum Cum Cum Cum. | Cum Cum. | Cum 
1992 1982 | Sos2 1992 | 1992 | 1991 | 1992 1982 | Soon 1992 | 1992 | 1991 1992 | Tose | Soet 
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UNITED STATES 158 14 227 30 2,293 639 42 686 16 268 541 4 41 
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*For measies only, imported cases includes both out-of-state and international importations 
N: Not notifiable U: Unavailable "International Out-of-state 
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TABLE ll. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
March 28, 1992, and March 30, 1991 (13th Week) 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 
March 28, 1992 (13th Week) 





Reporting Area 


All Causes, By Age (Years) 
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NEW ENGLAND 
Boston, Mass 
Bridgeport, Conn 
Cambridge, Mass 
Fall River, Mass 
Hartford, Conn 
Lowell, Mass 
Lynn, Mass 

New Bedford, Mass 
New Haven, Conn 
Providence, R.! 
Somerville, Mass 
Springfield, Mass 
Waterbury, Conn 
Worcester, Mass 


MID. ATLANTIC 
Albany, N.Y 
Allentown, Pa 
Buffalo, N.Y 
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New York City, N.Y 
Newark, N.J 
Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa.§ 
Reading, Pa 
Rochester, N.Y 
Schenectady, N.Y 
Scranton, Pa.§ 
Syracuse, N.Y 
Trenton, N.J 
Utica, N.Y 
Yonkers, N.Y 
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S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fila 
Tampa, Fla 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Louisville, Ky 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex 
Houston, Tex 
Little Rock, Ark 
New Orleans, La 
San Antonio, Tex 
Shreveport, La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M 
Colo. Springs, Colo 
Denver, Colo 

Las Vegas, Nev 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo 

Salt Lake City, Utah 
Tucson, Ariz 


PACIFIC 

Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif 
Pasadena, Calif 
Portland, Oreg 
Sacramento, Calif 
San Diego, Calif 
San Francisco, Calif 
San Jose, Calif 
Santa Cruz, Calif 
Seattle, Wash 
Spokane, Wash 
Tacoma, Wash 
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*Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 


included 


tPneumonia and influenza. 


$Because of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week 


Complete counts will be available in 4 to 6 weeks. 


{Total includes unknown ages. 


U: Unavailable 
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Leadership Development Survey 
of State Health Officers — United States, 1988 


In 1988, the Institute of Medicine (1OM)—in its report, The Future of Public 
Health— recommended that public health education efforts increase emphasis on 
managerial and leadership skills (7). To identify the highest priority managerial and 
leadership knowledge, skills, and abilities (KSAs) needed by new state and territorial 
health officers, the Public Health Foundation (PHF), the Association of State and 
Territorial Health Officials (ASTHO), and CDC surveyed state health officers. This 
report presents the findings of this survey and describes a new leadership develop- 
ment option for state health officers. 

For this survey, a state health officer was defined as the chief public health official 
of a state as specified by law or as designated by the chief executive of each state. 
A work group with representatives from the PHF, ASTHO, the National Association of 
County Health Officials, the U.S. Conference of Local Health Officers, and CDC 
developed a questionnaire that addressed 78 potential managerial and leadership 
KSAs. These KSAs were divided into eight general competency areas: 1) policy 
development and program planning (eight KSAs); 2) agency (office) management 
(15); 3) interpersonal skills (six); 4) personnel management (11); 5) communications 
skills (12); 6) financial planning and management (17); 7) public image (working with 
the community) (five); and 8) legal issues (four). The PHF mailed the questionnaire to 
state and territorial health officers (in the 50 states, the District of Columbia, Puerto 
Rico, the Virgin Islands, Guam, and American Samoa). 

Each state health officer was asked to score each KSA from one (low) to five (high) 
on the KSA’s importance to the job (IJ); his or her perception of a new health officer's 
initial ability (IA); and his or her opinion of the desired ability (DA) for someone in that 
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job (2). KSAs were ranked by the mean IJ scores. For KSAs ranked in the highest 25%, 
a composite score was calculated for each KSA (i.e., composite score =IJ x [DA-IA]); 
these KSAs were then ranked by their composite scores to determine the highest 
priority skill needs. 

Completed questionnaires were returned by 38 (69%) health officers. Twenty-nine 
(76%) of the respondents were physicians; of the remaining nine respondents, the 
highest degrees held were master’s degrees in areas other than public health (five), 
master’s degrees in public health (two), and bachelor’s degrees (two). Twenty-seven 
(71%) reported >10 years’ experience in public health; 19 (50%) had <3 years in their 
current position. The likelihood of participation in the survey did not appear to be 
associated with geographic distribution, nature of state relations with local health 
departments, annual health department expenditures, years of public health experi- 
ence, tenure in current job, or highest level of education. 

Overall, health officers identified as most important those KSAs in the competency 
areas of public image, interpersonal skills, and policy development and program 
planning. KSAs that ranked in the highest 25% of KSAs for importance included all 
five of the public image KSAs, four of the interpersonal skills, and four representing 
policy development and program planning. 

Agency management KSAs and communications skills KSAs were of intermediate 
importance; four agency management KSAs and three communications skills KSAs 
ranked in the highest 25% of all KSAs. In comparison, financial planning and 
management KSAs and personnel management KSAs scored relatively low in 
importance; none of the 28 KSAs in these areas ranked in the highest 25%. Average 
composite scores for all KSAs ranged from 2.4 to 10.4. Average composite scores for 
KSAs most important to the job ranged from 4.9 to 10.4 and, for the highest 10 KSAs, 
7.6 to 10.4 (Table 1). 

Reported by: Public Health Foundation. Association of State and Territorial Health Officials. 
Public Health Practice Program Office, CDC. 

Editorial Note: The |OM report addressed basic issues regarding public health 
leadership at the national, state, and local levels (7); effective leadership and 
management in public health at all levels are essential to achieve the national health 
objectives for the year 2000 (3 ). In 1989, state health officers concurred with the |OM 
perspective that public health agencies should engage in outreach activities to their 
communities and develop effective networks (4). In particular, state and territorial 
health officers targeted as high priorities the needs for building constituencies, 
working with legislative and community leaders, and communicating health informa- 
tion through the media. 

During 1992, to address the needs for management and leadership skills in public 
health, CDC and a consortium of schools of public health in California have offered 
the first annual Public Health Leadership Institute (5). The institute is a 1-year 
educational and training experience for 50 practicing state and local public health 
leaders that includes a personal management and leadership assessment, the use of 
self-study packets, participation in computer conferences with other scholars, and 
attendance at a 5-day workshop. 
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TABLE 1. Ranking of highest 10 knowledge, skills, and abilities (KSAs) for new state 
and territorial health officers* — United States, Leadership Development Survey of 
State Health Officers, 1988" 





Ranking 





KSA No. respondents Mean composite score 
Working with the legislature 30 10.4 
Diagnosing organizational ineffectiveness and 

taking appropriate measures for planned change 32 
Specifying department mission and objectives 34 
Identifying and evaluating department resources 34 
Identifying and working with community leaders 31 


Establishing and maintaining relationships 
with constituent groups 31 


Delegating to others 33 
Translating legislative mandates 
into organizational plans and programs 32 
Effectively communicating health information 
to the public through the media 30 7.7 
Conveying department mission and 
establishing commitment 33 7.6 








*Ranking by mean composite scores for KSAs in the highest 25% for importance to job. Composite 
score=|J x (DA-IA), where |J=importance to job; |A=perceived initial ability of a new health 
officer; and DA=desired ability for someone in that job. Scores for each of the three variables (IJ, 
DA, IA) ranged from one (low) to five (high) and the total score potentially could range from a 
negative score to + 20.0. 

"Unweighted sample size = 38 state health officers. 


Reported cases of measles, by state — United States, weeks 9-12, 1992 





GS REPORTED CASES (—) NO REPORTED CASES 
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